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ABSTRACT

Background The expectation for graduate medical education programs to ensure that trainees are progressing toward

competence for unsupervised practice prompted requirements for a committee to make decisions regarding residents’ progress,

termed a clinical competency committee (CCC). The literature on the composition of these committees and how they share

information and render decisions can inform the work of CCCs by highlighting vulnerabilities and best practices.

Objective We conducted a narrative review of the literature on group decision making that can help characterize the work of

CCCs, including how they are populated and how they use information.

Methods English language studies of group decision making in medical education, psychology, and organizational behavior were

used.

Results The results highlighted 2 major themes. Group member composition showcased the value placed on the complementarity

of members’ experience and lessons they had learned about performance review through their teaching and committee work.

Group processes revealed strengths and limitations in groups’ understanding of their work, leader role, and information-sharing

procedures. Time pressure was a threat to the quality of group work.

Conclusions Implications of the findings include the risks for committees that arise with homogeneous membership, limitations

to available resident performance information, and processes that arise through experience rather than deriving from a well-

articulated purpose of their work. Recommendations are presented to maximize the effectiveness of CCC processes, including

their membership and access to, and interpretation of, information to yield evidence-based, well-reasoned judgments.

Introduction

Group decision making related to assessment of

trainees is now a standard mechanism for graduate

medical education programs to assume accountability

for graduates’ competence for practice. In the context

of competency-based education,1 methods to assess

and document trainee competence and identify

performance problems are essential. The Accredita-

tion Council for Graduate Medical Education

(ACGME) expects programs to regularly report on

resident performance on competencies using mile-

stones.2 Using a combination of assessment data

gathered from multiple sources, clinical competency

committees (CCCs) review performance information

to evaluate learners’ progress on milestones and assess

their competence and development toward readiness

for unsupervised practice.3 However, programs face

challenges in group procedures to synthesize assess-

ment data into decisions about individual trainee

performance on the educational milestones.

Groups can reach better decisions than individu-

als.4 Group decision making entails individuals

coming together and processing information to reach

a collective decision.5 Ideally, individuals sharing

information results in better decisions than decisions

made by an individual. This is 1 rationale for the

requirement for CCCs. In undergraduate medical

education, group evaluation of student performance

improves alignment of narrative comments with

clerkship grades6 and yields better characterization

of changes in learner performance over time.7 Group

discussion also increases detection of students’ and

residents’ problematic performance and patterns of

performance.8–12 However, a recent study of their

early experience shows that CCCs vary in their

procedures and understanding of purpose.3

The purpose of this review is to synthesize the

literature on groups to extract key concepts relevant

to how CCCs can best conduct their work, includingDOI: http://dx.doi.org/10.4300/JGME-D-15-00144.1
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how groups interact and use information to make

judgments, how these interactions may influence

outcomes, and how current processes align with best

practices. The findings are intended to provide

medical educators with information to optimize their

CCC composition and process.

Methods

A diverse team of authors, including program

directors, education researchers, and institutional

leaders, conducted a narrative review of the literature

on group decision making and qualitatively synthe-

sized the findings from a large body of literature.13

This nonsystematic search of the English language

literature focused on studies of group decision making

in medical education, psychology, and organizational

behavior contexts. To take advantage of the breadth

and boundaries of interpretations, we included

literature from across different education and occu-

pational fields. One author (K.E.H.) searched the

MEDLINE, PsycINFO, Google Scholar, and Web of

Science databases through 2015, using terms related

to group decision making, organizations, group

dynamics, committee membership, and clinical com-

petence. Authors manually searched bibliographies of

relevant articles. Co-authors reviewed the findings

and iteratively suggested additional relevant articles.

The entire team of authors identified key points in

this literature related to group participants and

processes that influence outcomes. The final products

are the themes presented in this review.

Results

The results of our review highlight aspects of group

decision making relevant to CCCs, such as social

decision scheme theory, group composition, member

characteristics, group size, group understanding of its

work, group process (eg, information sharing proce-

dures), time pressures, and the concept of ‘‘group-

think’’ (TABLE 1).

Social Decision Scheme Theory

Social decision scheme (SDS) theory describes the

processes by which groups move from individual

preferences toward group decisions.14–16 The rules or

procedures used constitute the social decision scheme;

these procedures may be explicitly stated or be

developed by the group as it does its work.17 SDS

theory highlights the importance of distinguishing

shared versus unshared information to understand

group deliberations.18 Shared information is held

among multiple members, whereas unshared infor-

mation is known solely by 1 or a few members. SDS

theory postulates that more information sharing leads

to better decisions.19 However, groups tend to use

information that many members already know,

whereas the group benefits more from the amount

of unique or distinct information known only to 1 or

a few group members, which, once shared, increases

the group’s collective knowledge. Unique information

is more likely to emerge when group discussions are

highly structured. Research on SDS theory has led to

recommendations to optimize information sharing,

described below.20

Group Composition and Size

Group composition, which includes member attri-

butes and group size, influences outcomes. Member

characteristics determine the range of opinions

present at the outset of a meeting; these preferences

are major determinants of the opinions at the end of a

deliberation.18,21–23 Input from members whose

characteristics situate them outside the mainstream

group in terms of position and/or knowledge can

improve group functioning through consideration of

more alternatives.20,24 ‘‘Minority dissent’’ describes

the way that members who share divergent opinions

increase the number of perspectives considered by

other group members.20 However, divergent members

may find it difficult to influence the group’s opinions

due to individuals’ tendency toward conforming with

the group.25 Newcomers tend to contribute more

unique opinions than longstanding members, and

their opinions may be more readily accepted by the

group when those new members are afforded

permanent rather than temporary membership.26

Member diversity, coupled with explicit group pro-

cedures to engage new and diverse views and

opinions, will maximize new members’ contributions

and value to the group.

The literature supports the benefits of larger

committees.15,27 In the 18th century, Condorcet’s

Jury Theorem illustrated mathematically how larger

groups make better decisions than smaller ones.28

Size, however, must be weighed against the quality of

membership.29 As groups become larger, members

added last may contribute less substantively than

initially selected members, particularly if they

possess fewer qualifications, less motivation, or less

required training. Because groups larger than 4

members can develop subgroups,30 training and

articulated procedures are needed to avoid subdivi-

sions and side conversations, and ensure subgroups

are designated with particular charges. Commonly

cited recommendations for ideal group size are 5 to

10 members.31–33
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Group Processes

Effective groups share a common understanding of

their work. A shared mental model is group members’

collective knowledge that enables them to interpret

information consistently, explain findings, and deter-

mine actions appropriately for their charge. Shared

mental models encompass understanding of the task

to be done and the collaboration and teamwork

needed to accomplish it.35 Without a shared mental

model, variations in participants’ knowledge, com-

munication, and attitudes can impede performance.43

Groups also need a shared understanding of how

decisions are made, developed explicitly through artic-

ulation of procedures or implicitly through experience.

Performance review decisions can be defined as judg-

mental or intellective. A judgmental approach requires

group members, or the leader, to use their own opinions

to generate decisions.44 In contrast, intellective decisions

entail the use of defined expectations and structures for

information sharing to foster decisions that have an

evidence-based ‘‘correct’’ answer. These 2 forms of task

understanding are not mutually exclusive. The ideal may

be a combination of intellective analysis that is informed

by high-quality, diverse performance data and members

reviewing and interpreting data to generate a group

judgment supported by evidence.38

How group leaders carry out their role can have a

powerful and multifaceted effect on decision making.

Leaders can shape members’ understanding of their

task and the need to share information to achieve

optimal outcomes.45 A hierarchy with a dominant,

charismatic, or autocratic leader can stifle informa-

tion sharing and the introduction of new information

and favor conformity.22,39,46 In contrast, a leader

inviting participation counteracts the tendency for

members lower on the hierarchy to be passive.

Information Sharing Procedures

Given previous research findings that greater infor-

mation sharing among all group members improves

TABLE 1
Group Decision Making: Aspects of Groups That Influence Their Outcomes

Concept Relevant to Group Decision Making Key Aspects Based on the Literature

Member characteristics � Heterogeneous groups perform better than homogeneous.27

Group size � With defined procedures, large groups tend to outperform small

groups.21,27 However, in large groups, members may go along with

group opinion rather than think their own opinion (social loafing).34

Group understanding of its work � A shared mental model is a shared understanding of a group’s work

that improves group performance.35

� Group cohesion and insulation are antecedents of groupthink.36

� Insulated groups consider fewer alternatives and make poorer

decisions than uninsulated groups.37

� Default position at the start of group work strongly influences

outcomes.22

� Perception of group work as an intellective task (correct answer that

group members can show others) versus a judgmental task (absence

of a correct answer; relies on judgment).38

Group leader role � Group leader or more senior, powerful, or confident members can

dominate decision making.5

� Group leader influences degree to which members will seek and

hear new information.39

Information-sharing procedures � More information sharing leads groups to better decisions.18

� Information sharing enhanced with structured discussion process

that invites elaboration.
� Sharing written information versus just relying on group member

memory increases chances of information being incorporated into

group decisions.40

� Social pressure is minimized through structured voting and

acknowledgement of diverse opinions.5

� Information that all group members know (shared information)

carries more weight than information that only 1 or a few members

know (unshared information). Group processes can be structured to

invite diverse opinions and comments from all members.5,41

Effects of time pressures � Time pressures lead to lower-quality decisions.22,42

� New or unshared information is more likely to emerge with longer

discussions.22
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decision making,5 strategies are needed to facilitate

information sharing. These strategies also can address

decision biases attributable to shared information (the

tendency for groups to prioritize information known

to more group members) and preference (the tendency

for members to adhere to initial preferences).41,47

Systems to share information from multiple sources to

ensure everyone has the same information can

improve decision quality.48 Sharing information in a

standardized way, structured similarly, enhances

members’ ability to incorporate and use the informa-

tion. Groups who know the distribution of knowl-

edge among their members are especially likely to

elaborate on and use that information.49 Sharing

information through an information system, rather

than solely through the group’s conversation, enhanc-

es the quantity and quality of information shared.50

When groups frame their work at least partially as an

intellective task grounded in the evidence, this

enhances members’ openness to diverse opinions

and can improve decision making.51

Time Pressures

Time pressures, common for groups, influence multi-

ple aspects of group decision making. Time pressures

constrain the amount of information sharing and

change the nature of information sharing. Time

constraints increase the amount of commentary

related to the task at hand and decrease the focus

on attention to social ‘‘niceties.’’52 Time-pressured

groups tend to exhibit greater cooperation and

convergence in their decision making, with less

incorporation of divergent views, enhancing the

possibility of suboptimal decisions.53 Time pressures

also exacerbate the risk of leaders or dominant

members disproportionately influencing outcomes.54

Groupthink

Despite its potential benefits, group decision making

can introduce biases. These can be counteracted with

careful planning. Groupthink, first described by the

psychologist Irving Janis,39 epitomizes bias as a

vulnerability to logical thinking for groups. It

describes the thinking individuals engage in to

maintain harmony within a group, to the point of

overriding realistic appraisals of courses of ac-

tion.39,55 Group leaders play an important role by

either welcoming new information and diverse

opinions or promoting conformity to a preset norm.56

Groups may defer to powerful members,54 and

individuals may feel pressure to be aligned with the

group. Observations of conformity in health care and

medical education should prompt further caution

regarding physicians’ potential to think or behave

similarly to peers or superiors.42 While a prosocial

orientation is beneficial to a group because members

consequently aspire to deliberations and decisions

that benefit the group rather than just the self, it must

be tempered by an understanding of the risks of

groupthink and excessive conformity.46 Groups with

high cohesion are more likely to justify and adhere to

their decisions, right or wrong, rather than remaining

open to alternatives.57

Training can minimize biases for groups making

decisions.47 Well-designed instructional strategies and

clearly presented information can promote the use of

a shared mental model to enhance group perfor-

mance.58,59 For example, groups can learn, practice

with, and be reminded of definitions, examples, and

prior decisions. However, with time pressures or high

workload, groups may resort to making decisions

based on shared information and may fail to

incorporate all information into a more thoughtful

decision.

Discussion

This review summarizes insights about group decision

making from fields beyond medical education. Group

outcomes depend in large part on the information and

preferences held by members and the procedures that

guide members to understand and conduct their

work. Member characteristics can enhance diversity

and representativeness of information available in the

performance review process. While the ACGME

views CCCs as advisory and affords final responsi-

bility for decisions about resident advancement to the

program director,60 strategies for balancing informa-

tion sharing among a committee chair and members

increase the quality of the product, which ultimately

is a forward-looking judgment about the committee’s

trust in trainee progress and, ultimately, readiness for

unsupervised practice.61 The information from this

narrative literature review resulted in the recommen-

dations for CCC processes shown in TABLE 2, and is

summarized below.

Our review suggests that strategies to populate

CCCs with diverse members and solicit all group

members’ input can capitalize on the range of

perspectives present in order to maximize group

effectiveness. For CCCs, diverse perspectives could

come from faculty teachers whose primary roles are in

ambulatory or outlying settings, research, or admin-

istration, or from interprofessional members. CCCs

for small programs have limited options to achieve

larger committee size, but may use creative strategies

to add new members, particularly junior faculty.

Hierarchy may stifle junior members’ participation,

but strategies such as inviting junior members to
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speak first or expecting all members to contribute

may counteract this risk. Where member diversity is

not possible within the faculty, committees can seek

diverse information from other educators, clinical

faculty, or interprofessional colleagues to expand the

available information. Framing the work of a CCC as

a task grounded in evidence about trainee progress

will improve decision making.52

Groups benefit from training to develop a shared

understanding of the purpose of their work. For

CCCs, a common understanding of resident perfor-

mance using the milestones can be strengthened

through frame of reference training to build shared

models of what performance should look like at each

level.68

The literature suggests that, over time, members

are likely to develop implicit shared understandings

and make decisions accordingly without being able

to articulate how this process occurred.36 Group

cohesiveness and long experience working together

build confidence among group members that they are

doing good work.36,39 However, groups high in

cohesiveness and confidence can suppress opposing

views in favor of group unanimity. In the case of

CCCs, the confidence that the group will accurately

interpret resident performance because of past

experience with other residents may not be fully

justified, if decisions were not based on criteria, such

as the milestones, or based on optimal group

procedure. CCCs may benefit from procedures to

guard against groupthink.

Structured procedures to share information among

everyone in the group (to ensure that everyone has the

same, complete picture of a resident performance) are

needed to maximize the amount of shared informa-

tion. CCCs may fall short of this ideal, due to

TABLE 2
Recommendations for Clinical Competency Committees Based on Study Findings and Literature on Group Decision
Making

Topic Recommendation for Clinical Competency Committees

Group Composition

Membership Committees should include members selected or assigned to

represent disparate opinions.41,62,63

Committees should include new or rotating members, in addition

to more experienced members, and nonphysicians, to ensure

novel perspectives.64

Size Larger committees outperform smaller, as long as all members

acquire relevant knowledge and demonstrate commitment.15,24,27

Group Process

Group understanding of its work Committee members should have a shared mental model of the

purpose and nature of the group’s work and be committed to

performance goals;38,53,65 members also need a shared

understanding of resident performance expectations based on

milestones.

Information sharing Sharing more information and sharing unique information that is

not known to other committee members improves the group’s

knowledge, increases cohesiveness, and leads members to feel

better about their work.19,66

Sharing written information Sharing assessment data and written information, rather than just

relying on committee members’ memory, increases information

sharing.40

Structuring discussions Structured group discussions (versus unstructured) facilitate

information sharing that increases the likelihood of relevant

information becoming available to group members. Structure

can entail soliciting multiple perspectives, members’ speaking in

a predetermined order, and weighing of alternatives, including

the risks and benefits of different courses of action for a

resident.19,41

Group leader soliciting perspectives Committee chairs can encourage members to share, discuss, and

integrate information rather than prioritizing ready agreement

among members.46

Group leader encouraging elaboration and exchange Committee chairs can use elaboration strategies by repeating and

summarizing, inquiring about additional information, and

encouraging information exchange.46,67

160 Journal of Graduate Medical Education, May 1, 2016

REVIEWS



variation in who attends meetings and what they

choose to share.69 This highlights the need for CCCs

to have structured processes for information sharing,

such as ways to disseminate written performance

information among members, consistent approaches

for gathering members’ interpretation of the infor-

mation, and methods to reconcile disparate informa-

tion. Finally, for CCCs to conduct their work

efficiently within inherent time constraints, strategies

to simplify a decision making task, such as focusing

the group on the most relevant information, can

enhance the quality of decisions.23 CCCs should

weigh the goals of greater information sharing,

collaboration, and efficiency to optimize their out-

comes.

This review has limitations. We did not conduct a

systematic review, and relevant literature may have

been excluded. Implications for CCCs must be

considered in the context of the relatively new

mandate for graduate medical educators to review

resident performance within committees, and these

groups are likely continuing to evolve and mature.

Further study of CCCs could examine their work

through direct observation of their members’ char-

acteristics and information sharing, as well as the

leader role, and attempt to compare this with the

quality of judgments made about residents’ perfor-

mance.

Conclusion

We reviewed the literature on group decision

making to examine the strengths and potential

vulnerabilities that CCCs face in determining

residents’ competence to advance toward unsuper-

vised practice. Group members’ commitment and

experience, while highly valued, must be viewed

cautiously and balanced with the benefits of novel

perspectives. The limitations of group cohesion can

be acknowledged, allowing groups to seek oppor-

tunities for new ways of reviewing information and

making judgments about residents. Ongoing faculty

development and refinement of understanding of

the purpose of resident performance review using

the milestones are needed to ensure that CCC

members share a unified understanding of the

purpose of their work for ensuring high-quality,

safe patient care.
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